A 45-year-old man was admitted to our hospital for evaluation of a left atrial (LA) mass. The patient had a history of dilated hypertrophic cardiomyopathy, atrial fibrillation (AF), diabetes mellitus, and sustained ventricular tachycardia that was treated by implantation of a cardioverter-defibrillator. He had developed AF 1 year earlier and was followed up at the outpatient clinic. He had been treated with warfarin at a dose that resulted in an international normalized ratio of 2.0 to 3.0. The LA mass was detected incidentally on routine transthoracic echocardiography. He was referred to our hospital because the size of the LA mass was unchanged after intensive anticoagulation with intravenous heparin infusion. The mobile LA mass along the interatrial septum was detected by transthoracic echocardiography in the apical 4-chamber view (Figure 1 and Movie I in the online-only Data Supplement). Transesophageal echocardiography showed a huge mobile mass (2.6ϫ1.4 cm) originating from the roof of the LA (Figure 2A and Movie II in the online-only Data Supplement) with remarkable spontaneous echo contrast. No evidence of thrombus formation was found in the LA appendage ( Figure 2B ). The mass had a stalk that came from the diverticulum on the LA roof based on 
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The progression of cardiac computed tomographic technology and the growing indication for catheter ablation of advanced AF have led to the identification of more patients with LA diverticulum originating from the anterior roof of the LA. The terms LA diverticulum and accessory LA appendage have both been used to describe structures protruding from the LA that have normal myocytes and are clearly different from a LA aneurysm. Accessory LA appendage is diagnosed if the structure is shaped like a cauliflower (ie, obvious neck at the ostium and the presence of pectinate muscles that resemble the true LA appendage). 1,2 However, the discrimination between LA diverticulum and accessory LA appendage may often be difficult, and these 2 terms are used synonymously in the clinical setting. The incidence of LA diverticulum/accessory appendage was found to be 10% to 23%. [2] [3] [4] This condition is thought to be associated with ectopic foci that initiate AF, incomplete ablation lines on the LA roof, and potential complications such as steam pop and cardiac tamponade during AF ablation. We report here the first case of a giant LA thrombus originating from LA diverticulum, without LA appendage thrombus formation, in a patient with AF. Our finding suggests that there may be a latent relationship between LA diverticulum and systemic embolic events during AF ablation.
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